perspectives (patients and parents). In contrast, the sociodemographic variables as well as the extent of difficulties and factors related to the organizational friendliness and the organization of the therapy (frequency of sessions, change of therapist) were not related to the quality indicators. This study identifies key determinants of the quality indicators from the perspective of patients and parents that should be considered to improve CAMHS care quality. First appointments should be carefully prepared, and clinicians should centre care on the needs and expectations of patients and parents.
Introduction
Between 12 and 20% of children and adolescents from 4 to 16 years of age suffer from psychiatric disorders [1] . Among them, 40% will still need care during adulthood [2] . In the same line, 75% of the psychiatric illnesses observed in adults begin before 18 years of age [3] . Psychiatric disorders are often related to difficulties in relationships (with either peers or family), school disruptions, increased suicide risk and premature mortality [4] . Access to mental health care is not associated with the severity of the disorder and is only available for a minority of children and adolescents with psychiatric disorders [5] . Moreover, a large proportion (from 25 to 75%) of the treatments in youth mental care results in premature termination (dropout) [6] . To prevent drop-out and to guarantee access to appropriate mental health care in child and mental health services (CAMHS), quality of care should be carefully assessed [7] .
Abstract This cross-sectional survey adopting a multipleinformant perspective explores the factors that influence perceived quality (i.e., therapeutic alliance and satisfaction) in an outpatient setting within child and adolescent mental health services (CAMHS). A total of 1433 participants (parents, n = 770, and patients, n = 663) attending or having attended (drop-out) outpatient units participated in the study. The outcome measures were satisfaction (Client Satisfaction Questionnaire) and the therapeutic alliance (Helping Alliance Questionnaire). The determinants of these quality indicators were socio-demographic variables (e.g., age, gender, and mother's socio-economic status), factors related to the extent of difficulties (number of reasons for the consultation, number of people who referred the child to the CAMHS), the approach to treatment at outset (agreeing to the consultation, feeling reassured at the first appointment), the organizational friendliness (secretary, waiting room, waiting time for the first appointment) and the organization of the therapy (frequency of sessions, time for questions, change of therapist). The approach to treatment at outset, accessibility by phone, satisfaction with the frequency of the sessions and having enough time for questions were the factors that consistently explain the quality indicators from both 1 3 Although there is no consensus among researchers concerning the key quality indicators in CAMHS [8] , two important concepts are highlighted. First, patients' satisfaction is recognized as a key indicator for quality of care by the World Health Organization [9] and by further medical experts in CAMHS [10] . Second, a good therapeutic alliance is associated with positive outcomes after psychotherapy [11] [12] [13] [14] as well as improved parenting [15] , reductions in the child's symptomatology [16] [17] [18] and improved family functioning [19] .
Only a few studies have investigated the determinants that influence the quality indicators (i.e., satisfaction and alliance) in CAMHS, yielding inconsistent results. Although no influence of either ethnicity or socio-economic factors on satisfaction has been observed in a study [20] , two other studies find a correlation between children's age and their satisfaction [20, 21] . Both studies indicate that satisfaction decreases with age, which can be explained by the fact that children become more critical when they enter care at adolescence. Gender differences in child and adolescent satisfaction are found in one single study [21] , in which boys show higher satisfaction than girls, though no gender differences in the therapeutic alliance are observed. Concerning the severity of the disorder, although some studies [20, 21] do not find any relationship with the quality indicators, others [22] find that emotional and behavioural problems are strongly and negatively correlated with adolescents' satisfaction with CAMHS. Specifically, more severe emotional and behavioural problems are associated with lower overall satisfaction. Similarly, another study [23] reveals that young people who report conduct problems are less satisfied with CAMHS, as do those who rate their problems as having a significant impact on their lives. Additionally, in his review of the literature on satisfaction [24] , Biering highlights that the "environment and organization of services" factor, which includes access to services and healthcare providers, comfort and cleanliness, and the flexibility of the services, is very relevant to adolescents' experience with CAMHS [25] . Therefore, this dimension must be considered, bearing in mind that an unpleasant environment may lead young people to avoid seeking help in the future because satisfaction is related to future service use [20, 26] .
Considering the existing evidence, it becomes clear that only a few studies have attempted to explore the key determinants of the quality indicators (and these studies only focus on satisfaction). Furthermore, to the best of our knowledge, no studies have considered patients who drop out of the treatment and patients who remain in treatment. Including drop-out patients makes it possible to reduce the bias of satisfaction due to the focus on one specific population and thus enhances the generalization of the results.
Notably, the majority of the previous studies that assess satisfaction in CAMHS have emphasized significant differences between patients and parents [27] [28] [29] , revealing a higher satisfaction for parents [23, 29, 30] . Because of these known child-parent differences, it is essential to include the opinions of both parents and patients when assessing quality of care in CAMHS. Furthermore, because questionnaires are subjective and require good introspective capacities, the gold standard for maximizing objectivity is to use a multiple-informant procedure [31, 32] , thus leading to a better understanding of perceived quality.
The current study
Using the perspectives of multiple informants (i.e., patients and parents), the present study aims to explore the determinants that influence the perceived quality of care (i.e., satisfaction and the therapeutic alliance) in CAMHS outpatients. Because very little is known about the determinants of the therapeutic alliance, we infer that the same factors that influence the dimensions of satisfaction may be useful for understanding the therapeutic alliance dimension. Within this context, we conduct this exploratory study to assess the link between various determinants from five domains and the quality of mental health care (i.e., satisfaction and the therapeutic alliance) from both the perspectives of patients and parents. The choice of the following domains is based on previous studies [e.g., 24] and our clinical expertise: (1) socio-demographic factors (gender, age, socio-economic status), (2) the extent of difficulties (number of people who made a referral, number of reasons for the first appointment), (3) the approach to treatment at outset (level of agreement and reassurance at the first appointment), (4) the organizational friendliness (waiting time for the first appointment, accessibility by phone, change of therapist, the kindness of the secretary, the comfort of the waiting room) and (5) the organization of the therapy (frequency of sessions, satisfaction with the frequency of sessions, time for questions).
Methods

Data collection: context
Data were collected from 10 CAMHS outpatient units from both urban and rural areas of the French part of Switzerland. In these units, mental care consisted of clinical evaluation and global care. The therapists were either psychiatrists or psychologists. Those who were not already fully certified benefitted from supervision by an internal or external senior clinician. All psychiatrists and psychologists were trained in psychotherapy (psychodynamic, systemic or cognitive behaviour). Treatment mostly consisted of individual or family sessions and sometimes group sessions. Most patients participated in family sessions. If needed, treatment also included collaboration with other professionals (for example, social workers of the department for child protection, teachers, physicians) and medication. When necessary, the therapist was assisted by a second therapist or by a social worker of the outpatient unit. The Ethics Committee for Human Research of the State of Vaud approved the study protocol. The participants were recruited through posters displayed in the hospital.
Data collection: procedures
Young people who were willing to participate received a set of questionnaires from the secretary or by picking up a copy displayed in the waiting room. Participation in the study was voluntary and anonymous, without any intervention by the therapist in charge of the patient. Once completed, the participants (either patients and/or parents) dropped off the questionnaires in a locked box. The boxes were collected after 7 weeks. The participation rate was 50% of the patients consulting services during the study. No information on the patients or parents who refused to participate in the survey was available.
With respect to the drop-out group, patients who stopped their treatment without the therapist's agreement were identified (from the year before the data collection) through their personal file and contacted by mail, informing them that they would receive a phone call from a collaborator. This collaborator, a psychologist, was trained to complete questionnaires by phone and contacted families over a 3-month period. The exclusion criteria were: having an invalid address or phone number or receiving no phone response after three calls over three different days and weeks. Among the contacted families, the response rate was 85%, with at least one person (patient or parent) participating in the study. The voluntary character of the study was reiterated at the beginning of the phone call. Table 1 describes the socio-demographic variable of the patient and parent samples. A total of 1433 participants (parents, n = 770, and patients older than 10 years of age, n = 663, paired-sample, n = 203) attending or having attended (drop-out) outpatient units participated in the study.
Participants
In the patient sample, the gender ratio is almost equivalent. The patients are 14 years of age. The majority of patients come from a middle-class socio-economic background. The large majority of patients were still in treatment when they participated in the survey. The majority of patients perform consultations either once a week or every 2 weeks. They receive many types of treatment, with the majority being individual therapy along with family therapy. Approximately one-third of the patients receive medication.
Regarding the parent sample, the vast majority of the respondents are mothers, which is consistent with the fact that mothers are the main guardians who accompany children to CAMHS. More girls than boys were included in this sample (60%). The patients are younger than in the sample of children (less than 10 years). Similar to the patient sample, a middle-class socio-economic background is also observed. Similar to the patient sample, the large majority of patients were still in treatment when they participated in the survey. The frequency of sessions is variable in approximately two-thirds of the cases. Similar to the patient sample, the patients receive many types of treatment, with the majority being individual therapy along with family therapy. Approximately 20% of patients receive medication.
Measures
The two quality indicators used, satisfaction and the therapeutic alliance, were scored according to the following scales. Their detailed psychometric properties have been described in a previous publication [33] .
Therapeutic alliance
To measure the therapeutic alliance, we used a French translation of the initial version of the Helping Alliance Questionnaire (HAQ) [34] that was slightly modified to enhance the "relational dimension" of the score [33] . This version of the HAQ is an 8-item questionnaire concerning the patient-therapist relationship, and each item is rated on a six-point scale ranging from 1 (not agree at all) to 6 (completely agree). The reliability of the mean score computed with Cronbach's alpha is good in the patient (α = 0.900) and the parent (α = 0.897) samples.
Satisfaction
To measure satisfaction, we used the French translation [35] of the 8-item version of the Consumer Satisfaction Questionnaire (CSQ-8) [36] . It is a widely used instrument for measuring satisfaction related to health care [36] . The CSQ-8 is a self-report questionnaire that consists of eight items, with each rated on a 4-point Likert-type scale. A higher score represents greater satisfaction. The reliabilities of the score, computed with Cronbach's alpha, are excellent in the patient (α = 0.925) and the parent (α = 0.951) samples. 
Determinants
Socio-demographic factors
In addition to the patients' age and gender, we measured the socio-economic status of the patient's parents using the socio-economic status index (SES); the response options range from 1 (low socio-economic status) to 4 (high socioeconomic status) based on education level and occupation [37] .
Extent of difficulties
Two proximal measures were used to approximate the extent of difficulties for which the young people received consultations: the number of people addressing the patient and the number of reasons for the consultation. Because we did not have any information from the clinicians (due to the anonymized procedure; see above), we did not have access to the diagnoses or severity of the disorders. Therefore, we used this proxy to estimate the degree of difficulties of the patients. More precisely, the participants were invited to indicate the number of people who asked for a referral to CAMHS (e.g., parents, paediatrician, teacher, or social worker). The underlying assumption is the fact that the more people who referred the young people, the more life domains are impacted by the mental problems. The second score refers to the number of reasons for asking for a consultation in CAMHS (e.g., behaviour problems, difficulties at school, difficulties in the family, suicidal crisis, eating disorder, depression, stress and anxiety). Similarly, the assumption underlying this proxy is the more reasons there are, the more life domains are impacted by the mental problem.
Approach to treatment at outset
The patient and parents' agreement for the first appointment was assessed by the question "Did you agree to come to the outpatient unit for the first appointment?", and their reassurance at the first appointment was assessed by the question "Were you reassured at the first appointment?". Both items were assessed on a 4-point scale ranging from 1 (no, not at all) to 4 (yes, completely). The Bravais-Pearson point biserial correlation coefficients are r (560) = 0.452 (p < 0.001) in the patient sample and r (592) = 0.260 (p < 0.001) in the parent sample.
Organizational friendliness
Satisfaction with accessibility by phone, the kindness of the secretary and the waiting room was assessed on a 4-point scale ranging from 1 = not at all satisfied to 4 = entirely satisfied. The participants also answered the question "Was the waiting time for the first appointment reasonable to you?" either yes (=1) or no (=0).
Organization of the therapy
The frequency of sessions was assessed on a scale ranging from 1 to 9 (1 = 2-3 times per week; 9 = once every 3 months). Satisfaction with frequency was assessed by 0 = not satisfied (either too much or not enough) and 1 = okay, satisfied. The participants reported if there was a change of therapist during psychiatric care (0 = no; 1 = yes). Satisfaction with the time to formulate questions was assessed on a four-point scale ranging from 1 (not at all) to 4 (entirely satisfied).
Data analyses
Exploratory analyses show that the data suit Gaussian distribution, and no outliers are identified, which is also the case for the residuals of the regression analyses. No collinearity problems are found. First, we performed paired-samples Student's t tests to compare the outcome variables according to the perceptions of parents and patients to evaluate the perspectives of multiple informants. Second, we calculated the BravaisPearson correlation coefficients between the quality indicators from patients' perspectives and the parents' perspectives. Third, we conducted hierarchical linear regression analyses to predict the variance in the therapeutic alliance and the global satisfaction from the perspectives of patients and parents. In all regression analyses, we included dropout in the first step and the following predictors in the second step: (1) socio-demographic factors (patient gender, patient age, parents' SES), (2) the extent of difficulties (number of people who made a referral, number of reasons for the first consultation), (3) the approach to treatment at outset (the levels of user agreement and of reassurance due to the first appointment), (4) the organizational friendliness (waiting time for the first appointment, accessibility by phone, the kindness of the secretary, the comfort of the waiting room, change of therapist) and (5) the organization of the therapy (frequency of consultations, satisfaction with frequency, time to formulate questions). The significance of the p value was set, by convention, at p < 0.05.
Results
Paired-samples t tests
The paired-samples t tests revealed significant multiple-informant differences for the therapeutic alliance (t(202) = 21.61, p < 0.001, Patients: Mean = 4.82, 1 3 SD = 1.07; Parents: Mean = 6.52 SD = 1.38) and satisfaction (t(191) = 2.72, p < 0.01, Patients: Mean = 3.15, SD = 0.70; Parents: Mean = 3.28, SD = 0.69), with parents reporting higher scores. Furthermore, the independentsamples t tests revealed no differences between the mothers' and fathers' ratings of satisfaction and the therapeutic alliance. Additionally, the paired-samples t tests indicated no differences between scores from patients who participated alone in the survey and patients whose parents also participated in the survey.
Correlational analyses
The correlations between the therapeutic alliance and satisfaction scores according to the perspective of parents and patients revealed significant correlations (r = 0.590 p < 0.001, r = 0.554, p < 0.001, respectively). Table 2 reports the hierarchical regression analyses conducted on the patients' therapeutic alliance score. The other regression analyses conducted on the satisfaction score are analogous.
Hierarchical regression analyses
As noted above, the drop-out variable was included in the model in the first step to control for this variable. 
Alliance
The patient alliance was significantly explained by our model (F(16, 292) = 20.62, p < 0.001, R 2 = 0.544; R 2 change = 0.486). More specifically, patients who were satisfied with the frequency of consultations and who found that they had enough time to formulate questions reported a better alliance. Finally, the patients who found that they had easy accessibility to CAMHS by phone reported higher alliance scores (see Table 2 for details).
The parents' assessment of the patient alliance was significantly explained by our model (F(16, 415) = 10.53, p < 0.001, R 2 = 0.297, R 2 change = 0.132). In particular, reassurance at the first appointment (β = −0.098, p = 0.034), satisfaction with the frequency (β = 0.143, p = 0.001), the time to formulate questions (β = 0.217, p < 0.001), and accessibility by phone (β = 0.098, p = 0.041) were related to higher alliance scores.
Satisfaction
The patient satisfaction score was significantly explained by our model (F(16, 292) = 24.47, p < 0.001, R 2 = 0.587, R 2 change = 0.554). In particular, the significant predictors were the patient's gender (β = −0.116, p = 0.005), with girls reporting higher satisfaction. Furthermore, the more the patients agreed to the consultation (β = −0.261, p < 0.001) and were reassured by the first appointment (β = −0.138, p = 0.003), the more the patients reported satisfaction. The patients reported more satisfaction when: the frequency of appointments (β = 0.365, p < 0.001) was adapted, the patients had time to formulate questions (β = 0.131, p = 0.003), and they had easy accessibility by phone (β = 0.153, p < 0.001).
The parents' assessment of satisfaction was significantly explained by our model (F(16, 416) = 15.46, p < 0.001, R 2 = 0.382, R 2 change = 0.186). In particular, regarding the patient's gender (β = −0.085, p = 0.036), the parents of girls reported higher satisfaction. Higher satisfaction was also related by parents who were more reassured by the first appointment (β = −0.143, p = 0.001), more satisfied with the frequency of appointments (β = 0.154, p < 0.001) and who had enough time to formulate questions (β = 0.242, p < 0.001).
Discussion
The present study focused on identifying the main determinants that influence the perceived quality of therapeutic work in CAMHS. The design of our study offered several original and interesting methodological strengths: (1) it included drop-out patients and patients in treatment, (2) it considered the perspectives of both parents and patients (multiple informants), (3) it included large and representative samples (663 patients and 770 parents), (4) it explored a large number of possible determinants of the quality indicators, and (5) it included two quality indicators (i.e., satisfaction and the therapeutic alliance). First, our model, which included determinants such as socio-demographic data, the extent of difficulties, the approach to treatment at outset, the organizational friendliness and the organization of the therapy, explained a large portion of the variance in the quality indicators (i.e., satisfaction and the therapeutic alliance), reaching 55.4% for the patients' satisfaction. This result is equal to or higher than the models found in the literature [28, 38, 39] .
Consistent results between both indicators and multiple informants were observed, even if the parents reported systematically higher scores for satisfaction and the therapeutic alliance than did the patients, which is congruent with the literature [23, 29, 30] . Considering that satisfaction decreases with age [20, 21] , we can explain these results by the difference of the mean age of the patients between the sample of young people assessed by the parents (9.9 years of age) and the sample of the patients assessing their own satisfaction (14.4 years of age). However, it could also be possible to understand this difference by the fact that parents, not patients, generally initiate care.
More specifically, our results indicated that socio-demographic and socio-economic variables as well as the extent of difficulties have a weak influence on the quality indicators. For the first two, the results are consistent with most previous studies [20, 22, 23] . With respect to the extent of difficulties, our study did not find any influence on the perceived quality of this dimension, which contradicts the studies that show that satisfaction decreases with the severity of disorders [22, 23] . Methodological differences in measuring the severity of disorders may explain these discrepancies. Indeed, those studies used self-reported questionnaires that asked about behavioural and emotional difficulties, whereas the present study operationalized the severity of disorders by the number of people addressing the patient and the number of reasons for the consultation. It is possible that these two factors are not related to the extent of difficulties reported by the patient in the questionnaires. Globally, these results are important because they suggest that the characteristics of patients that cannot be changed, such as gender, age or severity at admission, are not related to the quality indicators.
In our study, only a few determinants consistently influenced the quality indicators. Indeed, three of them (approach to treatment at outset; time to formulate questions, satisfaction with frequency) showed an important impact on the parents' and patients' perceived quality of care. The approach to treatment at outset, particularly reassurance at the first appointment, was an important determinant of perceived quality of the treatment from the perspectives of the children and the parents. Similarly, agreement for the first appointment was a predictor of the patients' quality indicators but not for the parents' quality indicators, which is consistent with previous studies that show that adolescents involved in the decision to enter treatment are more satisfied [22, 40] . These results highlight the importance of carefully working on the expectations and demands of patients at the beginning of the treatment as well as the need to create a reassuring atmosphere when first meeting patients and their parents [41] . Considering that adolescents often do not themselves decide to enter treatment and have a strong desire to have a voice in treatment decisions, such as the frequency of appointments [40, 42] , emphasis on user involvement is crucially important in CAMHS.
Furthermore, our results show that having enough time to ask questions is decisive for both parents' and patients' perceptions of satisfaction and the therapeutic alliance. Satisfaction with the frequency of sessions is also associated with patients' and parents' global satisfaction and perceived therapeutic alliance. Even if no association between the frequency of sessions and perceived quality of care was found, satisfaction with the frequency of sessions is highlighted as having an important influence on perceived quality of care [41] . These results suggest that the organization of the therapy is an important predictor of perceived quality of care; thus, a special focus should be placed on giving patients and parents enough time to ask questions and on their perspective concerning the frequency of treatment. This is in line with the literature review by Biering [24] , who identifies the relationship with the caregivers, the environment and the organization of CAMHS as principal components of satisfaction with psychiatric care.
Altogether, our results emphasize the importance of patient-centred psychiatric care. Indeed, person-focused aspects [43] such as according enough time to the patients and parents to ask questions and actively involving them in the therapy are the key components of patient-centred care with the shared decision-making concept [44] . More specifically, our results suggest that satisfaction and the therapeutic alliance are influenced by the propensity of clinics to consider the desires and expectations of parents and patients. Being attuned to patients' needs seems to be a much more important determinant of quality than fixed variables such as socio-demographic characteristics and the severity of disorders [38] . The need for involving children and adolescents in medical decisions has been recognized for a long period of time [45] . Previous studies have shown that patient satisfaction is a predictor of future use of psychiatric services [26] . Therefore, knowing the determinants of the quality indicators is useful to guide efforts to improve quality of care [20] , to help caregivers deliver patient-centred care and to prevent a premature termination of therapy [23] . Further research is needed to analyse the different aspects of this complex field.
Limitations
We are limited by the cross-sectional data design; a longitudinal data design is required to more precisely investigate the causal link. Although we adopted a multiple-informant perspective, the perspectives of therapists could not be considered in this study. Considering the therapist perspective would make it possible to analyse model-specific intervention techniques and other therapist-driven aspects of the treatment process (e.g., therapist competences). These elements are potentially equally responsible or more responsible for good outcomes [46] and may interact with relationship factors in complex ways [47, 48] . Regarding, the procedure of the survey, we did not have access to clinician information and thus to the diagnoses or the precise type of disorder of the patients. Therefore, we had to use a proxy, which could be questionable. This may perhaps explain the lack of relationships between the extent of difficulties and satisfaction, which contradicts the results of previous studies. Thus, further studies should more specifically assess this question.
Conclusion
This study identified the key factors that influence the quality indicators within CAMHS, which is an important step to enhance the quality of care. More specifically, this study highlighted the importance of focusing on the needs and expectations of patients and parents, indicating the necessity of providing the most individualized care to patients and their family. Further studies including longitudinal observation from the perspectives of patients, parents and therapists supplemented by outcome measures are necessary to confirm the long-term beneficial effects of considering these patientcentred aspects in child and adolescent psychiatric care.
